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INTRODUCTION
Supradiaphragmatic heterotopic liver is usually an incidental finding on the chest radiographs. Imaging techniques may help in the accurate diagnosis of this condition, thus avoiding surgical resection where it is not indicated. [1] However, resection is sometimes performed when either radiological investigations are inconclusive or as a result of misdiagnosis. [2] The preoperative differential diagnoses in our patient were pulmonary sequestration and diaphragmatic hernia. Lobectomy was done as the patient had worsening of dyspnea.
CASE REPORT
This male child was admitted at two months of age at our institution with congestive heart failure. He was evaluated extensively with radiological and cardiac investigations which included computed tomography (CT) and magnetic resonance imaging (MRI) studies of the thorax, cardiac catheterization, aortogram, and echocardiography, and was ultimately diagnosed with Scimitar syndrome. He had levocardia, right lung hypoplasia, dilated right atrium and right ventricle, moderate-sized fossa ovalis, atrial septal defect, anomalous obstructed drainage of right lower lobe pulmonary vein, interrupted inferior vena cava with hemiazygos continuation, and pulmonary artery hypertension. Aortogram revealed three blood vessels supplying the right lower lobe of the lung -one from the thoracic aorta and two from abdominal aorta. CT of the thorax showed an oval well-defined soft-tissue lesion of 4.1 cm × 3.3 cm occupying the major part of the right lower lobe. A diagnosis of pulmonary sequestration was made. However, MRI of the thorax revealed extension of the posterior segment of the right lobe of liver to the right lower chest and suggested the possibility of a diaphragmatic hernia. The patient was under regular follow-up. As he had progressive worsening of dyspnea and saturation fall, a right lower lobectomy was performed at 2 years of age. Operation notes described a solid mass situated within the lower lobe of the right lung with two major blood vessels, one medial and one lateral, seen entering the mass from below the diaphragm. These vessels were ligated and the mass was dissected off the diaphragm. We received a right lower lobectomy specimen of 7 cm × 6.5 cm × 4 cm, cut section showing a well-circumscribed pale brown mass of This is an open access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms.
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Case Report diverticulum. [5] In our case, although MRI of the chest suggested the possibility of a diaphragmatic hernia, operation notes did not specify the presence of a defect in the diaphragm. There was also no hernia sac or membrane surrounding the ectopic liver. Some authors classify heterotopic livers as ectopic or accessory based on the absence or presence of a connecting pedicle to the abdominal liver. [6] In our case, the ectopic liver did not have a pedicle and had a separate blood supply. Moreover, both macroscopic and microscopic examination revealed a liver nodule that was entirely surrounded by the lung parenchyma with a 5 mm margin from the diaphragmatic aspect of the lobectomy specimen. Based on all these findings, we diagnosed it as a case of intrapulmonary ectopic liver.
The most common location for liver heterotopia is intra-abdominal, usually in the vicinity of the abdominal liver. As they are composed of normal hepatocytes, they are prone to similar complications including development of hepatocellular carcinoma. [7] Supradiaphragmatic heterotopic livers may be associated with cardiopulmonary abnormalities. The associated cardiac anomaly in our case was Scimitar syndrome which, in its classical form, comprises a spectrum of cardiovascular and bronchopulmonary abnormalities represented by partial or total anomalous pulmonary venous drainage of the right lung to the inferior vena cava, varying degrees of right lung and right pulmonary artery hypoplasia that results in dextroversion of the heart and an anomalous systemic blood supply from the abdominal aorta to the inferior segments of the right lung. [8] Choi et al. have reported a case of right supradiaphragmatic heterotopic liver associated with intralobular sequestration of the right lung. [9] Another case report by Shapiro and Metlay shows an association of a right supradiaphragmatic heterotopic liver with Goldenhar syndrome, that is, hemifacial microsomia with cardiac and conotruncal abnormalities such as double-outlet right ventricle, hypoplastic left ventricle, ventricular septal defect, mitral valve atresia, absent ductus arteriosus, right-sided aortic arch, and infundibular pulmonary stenosis. [10] Mendoza et al. have documented an association with almost identical cardiovascular anomalies with differences being in the presence of a patent ductus arteriosus, preductal coarctation of aorta, and anomalous right pulmonary venous return to the inferior vena cava. These authors suspect a common pathogenetic pathway for the development of these cardiac anomalies and supradiaphragmatic liver heterotopia. [5, 10] Financial support and sponsorship Nil.
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4 cm × 3 cm × 2.3 cm which was completely surrounded by lung parenchyma. The mass was around 5 mm away from the diaphragmatic surface of the lobectomy specimen and 1 cm away from the hilum. Microscopy of sections from the mass showed cords of normal hepatocytes with portal tracts and sinusoids. This hepatic tissue was well delineated from the surrounding lung parenchyma. The hepatocytes were uniformly and strongly positive for Hep Par1 [ Figure 1 ]. Based on these findings, we made a diagnosis of intrapulmonary ectopic liver.
DISCUSSION
The liver and the diaphragm develop in close relation to each other. The central tendon of the diaphragm develops from the septum transversum, and the paired pleuroperitoneal membranes with the dorsal mesentery of esophagus between them form the dorsal portion of the diaphragm. The liver develops from the endoderm of the hepatic diverticulum, and the growth of the dorsal portion of the liver facilitates the obliteration of the pleuroperitoneal canals, resulting in the closure of these canals at the dome of the diaphragm. Hence, if thoracoabdominal connections remain open, a bud of proliferating liver tissue could migrate through the pleuroperitoneal canals into the developing pleural space above. [3, 4] The margins of the developing diaphragm could compress and separate the migrated liver tissue so that it grows above the completed diaphragm as an ectopic mass. [4] There could also be regression or atrophy of the pedicle connecting it with the abdominal liver. Another possible explanation is the development of an entirely separate liver bud independent of the main hepatic 
